humidity > 950,10. The tonometer balloons were primed with normal saline, and after a 30 minute equilibration time, the saline was sampled for pe02 measurements. Steady-state peo 2 (peo2(SSy) and gastric mucosal pH (pHi) values were derived using a correction factor and the Henderson-Hasselbalch equation.
Measurements and Main Results: There was no difference in the mean or distribution of peo 2 (SS) values between recycled and new catheters. The peo 2 (SS) values of recycled catheters were within the 95%, confidence limits of those of new catheters. Individual catheter values did not differ significantly from each other (ANOVA, P= .05). Using an arterial HC0 3 -value of 21 mmolll, the calculated pHi values of used catheters varied < 1.5% of the mean Phi of new catheters.
Conclusion: The tonometric performance of recycled gastric tonometer catheters were similar to those of new catheters when tested in vitro.
CRITICAL ILLNESS NEUROPATHY & MYOPATHY, AN AUSTRALIAN EXPERIENCE D. Titxen. Alfred Hospital, Melbourne.
Prior to 1988 , acute myopathy in association with acute severe asthma had been reported only rarely. During the last decade the incidence and severity of asthma has increased as has the number of patients receiving mechanical ventilation for this diagnosis. The use of permissive hypercapnia during mechanical ventilation has led to therapeutic paralysis being used concurrently with high-dosage asthma medications. It is in this context that necrotizing myopathy has been recognized with increasing frequency.
Following the occurrence of severe necrotizing myopathy in a patient with asthma, we prospectively studied 25 patients who required mechanical ventilation for asthma. All patients were routinely paralysed at the beginning of mechanical ventilation. Nineteen (75%) showed elevated CK levels (1575 U/L, range which peaked at 3.6±1.5 days and lasted an average of 1O±6 days. Three patients had an EMG which showed a myopathic pattern and 6 had a muscle biopsy which showed non-inflammatory rhabdomyolysis with vacuolation.
Major aetiological factors for this myopathy are now recognized as high-dose intravenous steroids in combination with neuromuscular blocking agents. Other aetiological factors may include salbutamol induced lactic acidosis, possibly aggravated by hypercapnic acidosis, and a possible association with neuropathy.
Tactics to avoid the occurrence of myopathy include daily monitoring of CK levels in all patients receiving intravenous steroids, avoidance or minimization of neuromuscular blocking agents, minimization of steroid doses, early use of nebulized budesonide, and avoidance of lactic acidosis.
ROAD TRAUMA DEATHS IN VICTORIA-ARE THEY STILL PREVENTABLE?
Data: During the twelve month period, all 137 fatalities (surviving until ambulance arrival) were reviewed. Mean age was 46±27 years. 34070 were pedestrians, 34070 drivers, 20070 passengers, and 11 070 motorcyclists. 59070 occurred in metropolitan Melbourne and 41070 were rural.
Statistics: Chi-squared analysis with Yates' correction.
Results: 1. 1012 errors were identified (= average 7 per patient). Most were classified as management errors (68070) with system inadequacies (21070) and diagnostic problems (6070) being less frequent. Common errors related to basic respiratory and cardiovascular resuscitation.
2. 470 (46070) of these errors contributed to, or hastened, death. Most (49070) occurred in the Emergency Department, with only 13 070 in I CU and 11 070 in ward or HDU. However, errors in the ward more often contributed to death (71070) than in ICU (53070; P<0.05) or Emergency Departments (42070; P<O.OI).
3. 62070 of deaths were deemed non-preventable in spite of identified errors. However, 38070 of deaths were considered preventable. Over an 18-month period, all patients presenting to one surgeon (GLB) for carotid endarterectomy were offered surgery under regional anaesthesia. Two patients refused and the following 48 consecutive patients (50 operations) form the basis of this study. Indications for surgery were transient ischaemic symptoms (44070), amaurosis fugax (24070), post CVA (16070), non-localizing signs (12070) and asymptomatic second side (4070).
Deep and superficial cervical plexus blocks were carried out using 35 ml of 1.5070 xylocaine with adrenaline 1:200,000. Serum levels were estimated in 6 patients and although peaking rapidly did not ever reach toxic levels. In 12 (24070) of cases an indwelling Javid shunt was used. In all but 3 cases this was needed for global ischaemic symptoms. Surprisingly, 8 of 15 patients with contralaterally occluded internal carotid arteries did not require shunting. Two patients were converted to general anaesthesia and intubated without Anaesthesia and Intensive Care, Vol. 23, No. 5, October 1995 difficulty because of an inability to remain still, but the others tolerated the procedure without undue discomfort.
There were no deaths and no major strokes in the group with 2 experiencing transient neurological deficits and 1 having exacerbation of a previous CVA. Two patients had non-lethal myocardial infarctions, 1 at 2 days and 1 at 2 weeks postoperatively.
On the basis of this study in which there was excellent patient, surgical and anaesthetic acceptance, cervical plexus block has been adopted as our standard for carotid endarterectomy. Hypoxia is a well recognized hazard of upper gastrointestinal endoscopy and often associated with cardiorespiratory complications of the procedure. Our study was to determine the incidence of desaturation and hypoxia during upper GI endoscopy with and without sedation in Malaysians and to survey patient opinions regarding the procedure and the need for sedation.
HYPOXIA DURING UPPER GI ENDOSCOPY
Methodology: 200 ASA I and 11 patients undergoing upper GI endoscopy were studied. Ethics Committee approval and informed consent was obtained. In Group I, which consisted of 100 patients from the General Hospital Kuala Lumpur (GHKL), no sedation was given. In Group 11, which consisted of 100 patients from the University Hospital Kuala Lumpur (UHKL), sedation with midazolam (2.5-5.0 mg) was given. Sp02 and pulse rate of all patients was continuously monitored (Nellcor Pulse oximeter) throughout the procedure. Sp02 levels of 92070 or below for 15 seconds or more was defined as hypoxia; levels below 94070 for any duration was defined as "mild desaturation' '.
Results: There was no significant difference between the two groups in age, body mass index, baseline heart rate and baseline saturation. Twelve patients in Group I (12070) had mild desaturation compared with 47 patients in Group 11 (47070), P<O.OOO1. Six patients in Group I (6070) had hypoxia compared with 17 patients in Group 11 (17070), P=O.0267. There was no significant difference in the two groups in the mean of the maximum heart rate or in the maximum increase in heart rate as a percentage of baseline. 31070 of the unsedated patients (Group I) rated the procedure as being "very unpleasant" compared with 12070 of the sedated patients (Group II), P=0.0028. 38070 in Group I reported a preference for sedation for a future procedure compared with 71070 in Group II (sedated patients). 70"70 of the sedated patients had amnesia.
Conclusion: Hypoxia is a common problem during upper GI endoscopy with or without sedation. Our results show that sedation significantly increases the incidence of hypoxia in such patients, but does not attenuate increases in heart rate. We recommend that all patients undergoing upper GI endoscopy should be monitored with pulse oximetry and that oxygen supplementation should be given where indicated, particularly in sedated patients. Hypoxaemia occurs commonly during upper GI endoscopy. Our study was to determine whether supplemental oxygen by nasal cannulae prevents hypoxia in patients during upper GI endoscopy, and to compare the effect of varying the time of preoxygenation in the group of patients with oxygen supplementation.
EFFECTS OF VARYING TIMES OF
Methodology: 103 ASA I and II patients undergoing upper GI endoscopy under sedation (midazolam 2.5-5 mg IV) were studied. Ethics Committee approval and informed consent was obtained. Patients were randomized into four groups: Group I-no supplementary oxygen; all other groups were given supplementary oxygen 4 IImin via nasal cannulae. Group II preoxygenation 0 mins, Group III 2 mins and Group IV 5 mins before sedation was given. Oxygen saturation and pulse rate of all patients was continuously monitored (Nellcor Pulse Oximeter) throughout the procedure. Sp02levels 92070 or below for 15 seconds was defined as "hypoxia"; levels below 94070 for any duration were defined as "mild desaturation' '.
Results: The number of patients in Group I was 27, Group II 24, Group III 25 and Group IV 20. There was no significant difference in the age, body mass index, baseline heart rate and baseline Sp02 between all 4 groups. 15 patients in Group I (55.55070) had mild desaturation compared with none in Groups II, III and IV (P< Patient controlled sedation (PCS) provides safe and effective intraoperative sedation for extraction of third molars under local analgesia!. We studied the feasibility of using PCS in patients undergoing fibreoptic colonoscopy.
Methodology: 27 ASA I and II patients undergoing fibreoptic colonoscopy were studied. Ethics Committee approval and informed consent were obtained. All patients were monitored (ECG, Sp02 and NIBP) and given oxygen 4 IImin throughout the procedure. A standard PCA device (Graseby Medical) was used. Propofol PCS dose was 0.2-0.3 mg/kg, lockout interval 1 minute. Alfentanil 5-7 {tg/kg was administered by the attending anaesthetist at the beginning of the procedure and further doses (2-3 {tg/kg) given if the patient complained of pain. The deepest level of sedation and the total dose of propofol and alfentanil used during the procedure was noted. The deepest level of sedation, total dose of propofol and alfentanil, total number of attempts, successful attempts, procedure duration and time to sit unaided was recorded for all patients. Patients completed a satisfaction questionnaire, and surgeons graded the degree of surgical difficulty.
Results: The mean age of the patients was 53.1 years (SD 15.6), mean weight 62.4 kg (SD 11.5), mean procedure duration 39.1 min (SD 23.1), and time to sit 12.3 min (SD 6.8). Total number of attempts ranged from 5-539 (mean 49.0, SD 101.7); successful attempts 3-25 (mean 9.2, SD 5.2). All patients were cardiovascularly stable and maintained normal oxygen saturation throughout the procedure. Significant correlation was found between total propofol dose with procedure duration (+0.7098, PO.0003), total alfentanil dose with procedure duration ( + 0.5251, P 0.007) and deepest level of sedation with time to sit ( + 0.5920, P 0.0025). There was no correlation between the deepest level of sedation and procedure duration, propofol dose or alfentanil dose. All but two patients liked selfadministration of the drug, and all but one stated they would choose the same technique for a repeat pro- A case of cerebral ischaemia occurring during carotid endarterectomy surgery is presented, and two methods of monitoring during general anaesthesia are compared with respect to their ability to alert the anaesthetist to the onset of a cerebral ischaemic event.
Method: A prescribed anaesthetic technique using thiopentone, fentanyl and relaxant was employed. Monitoring included continuous recording of invasive blood pressure, jugular venous pressure, and jugular venous blood gases. Near-infrared spectroscopy was used as an indicator of cerebral oxygenation. All physiological data measurements were logged to computer at 5 second intervals.
Discussion:
The onset of haemodynamic instability implied a cerebral ischaemic event, later confirmed by a resolving weakness in the contralateral arm. Continuous monitoring of internal jugular p0 2 provided an early indicator of the cerebral ischaemia. Nearinfrared spectroscopy showed a similar trend, but the changes were not as clear. Administration of opioids cause delay in gastric emptying in the perioperative period and the accumulation of drugs given orally. With the introduction of specialized programmable pumps and nursing education programs, PCA with opioids is now frequently used for postoperative treatment.
The aim of this study was to assess the effect of the addition of continuous IV morphine infusion to PCA in liquid gastric emptying and drup absorption after major orthopaedic surgery.
Gastric emptying was assessed by the absorption of paracetamol 20 mg/kg orally in a double blind and randomized fashion in 14 patients prior to surgery and on the second postoperative day. PCA treatment with morphine was combined with continuous IV infusion of either A) morphine 1.0 mg/h or B) 0.9070 NaCI 1 mllh. Serum paracetamol and morphine concentrations were measured before and 15, 30, 45, 60, 90, 120 min after paracetamol administration. Paracetamol absorption was assessed from the serum concentrations at each sampling time, the peak concentrations (C max ), the time to reach peak concentration (T maJ, and the area under the serum paracetamol concentration time curve from 0 to 120 min (AUC 12o ). VAS scores were recorded throughout the study period.
Both treatment groups showed markedly delayed postoperative gastric emptying. There was no difference in this delay between the two groups. However, PCA with 0.9% NaCI infusion resulted in significantly larger intersubject variation in gastric emptying. There was no difference in serum morphine concentrations and analgesic efficacy between the two groups . This study compared conventional fixed dose patient-controlled analgesia (FDPCA) with variable dose patient-controlled analgesia (VDPCA) in terms of pain relief, ease of use, patient satisfaction and side-effects.
Methods: This was a randomized, non-blinded trial. Following informed consent, 58 patients (age 20-83 yr) scheduled for gynaecological or orthopaedic surgery were randomly assigned to receive analgesia by FDPCA or VDPCA. FDPCA provided bolus doses of morphine sulphate, 1 mg, with a lockout interval of 5 min. VDPCA allowed the patient to choose bolus sizes of 0.5, 1.0 or 1.5 mg, also with a lockout interval of 5 min. Patients were interviewed each day while using PCA and again after completing PCA.
Results: Mean duration of PCA use was 44 hours in each group. Most patients receiving VDPCA used all 3 bolus sizes, with the 1.5 mg bolus being the most frequently used. Groups were similar in respect of total amount of morphine received, pain on movement, satisfaction with pain control, ease of controlling pain on waking, quality of sleep, severity of nausea and incidence of vomiting. All patients but one (in the FDPCA group) described the PCA equipment as "easy" or "very easy" to use. Eighty-nine per cent of patients receiving FDPCA and 94070 receiving VDPCA indicated that they were able to obtain the degree of pain relief they wanted.
Conclusion Aim: To determine the relative efficacy of intravenous versus epidural administration of lipid-soluble opioids as a supplement to epidural analgesia.
Method:
Patients who had adequate epidural analgesia on the second postoperative day after abdominal vascular surgery received a background infusion of bupivacaine 1.25 mg/ml at a rate to maintain a satisfactory dermatomal blockade. As a supplement to this, pethidine was administered by a patient-controlled pump via the epidural or intravenous routes, according to a randomizing schedule. The pump was programmed with identical bolus dose size and lockout interval for both routes of administration. After a further twenty-four hours the route of administration was switched in a crossover design. The quality of analgesia, opioid dose and side-effects were recorded. Respiratory function was assessed by measuring FEV 1 and EtC0 2 . Serum pethidine and norpethidine were assayed.
Results: Preliminary results were obtained in seven patients who had satisfactory epidural analgesia at day 2. There were no significant differences in the respiratory parameters or serum drug concentrations. There was no significant difference in the visual analogue score (VAS) at rest, but during coughing the VAS was 34 Tramadol is an analgesic with mixed {t-opioid and non-opioid activity with the latter mediated through ex: ragonist activity and indirectly at serotoninergic receptors. It offers similar analgesic potential to morphine with significantly less respiratory depressant effects and appeared to be a suitable agent for investigation for the control of post-thoracotomy pain.
In this study, a single intravenous bolus dose of 150 mg tramadol (Group T), administered at the commencement of wound closure, was compared to epidural morphine administered as an initial 2 mg bolus and subsequent infusion at a rate of 0.2 mg.hr-1 (Group M). The study design was doubleblind. Patients were provided with PCA devices from which to administer their own analgesic doses of morphine as required. Pain scores, morphine dosage administered by IV PCA, blood gases and vital capacity were recorded at regular intervals throughout the postoperative period until 0800 hrs on the first postoperative day. Both groups of patients obtained adequate pain relief, and there were no between-group differences in pain scores or in the amount of PCA morphine demanded by each group. P a o 2 was higher in Group T at 2 hours postoperatively, and P a co 2 was higher in Group M at 4 hours postoperatively. There were no other significant respiratory differences between groups.
It is concluded that a single dose of 150 mg tramadol given at the end of surgery provided postoperative analgesia equivalent to that provided by epidural morphine. These results suggest that sustained tramadol analgesia using continuous infusion, PCA, or epidural administration may extend the apparent respiratory benefits seen in the first 4 postoperative hours of this study.
RECURRENT INTRA-ABDOMINAL SEPSIS IN ICU G. Duke, J. H. Briedis. Intensive Care Department, Preston and Northcote Community Hospital, Melbourne.
Recurrent intra-abdominal sepsis (IAS) in criticallyill patients carries a high mortality. A retrospective review was undertaken to assess outcome and identify factors that might reduce mortality. Statistics: t-test for continuous data, and Chi-squared with Yates' correction.
Results: Between July 1991 and June 1994, 68 patients (5070 of ICU admissions) had a primary diagnosis of IAS. 24 recovered without complications.
44 patients (65070) developed persistent signs of sepsis; of whom 34 (77070) required mechanical ventilation, 25 (57070) required inotropes, two-thirds had pneumonia, and 19 (43070) died. All were investigated for recurrent IAS with either CT scans (38 patients), diagnostic laparotomy (4), or both (2). The incidence of recurrent IAS was 55070. The sensitivity of clinical signs (22070) was lower than CT scanning (95070; P<O.Ol). All collections were drained, either by the surgeon (65070) or the radiologist (35070).
The only significant difference between survivors and non-survivors was the identification of recurrent IAS (76070 vs 26070; P<O.Ol). Absence of recurrent IAS carried a high mortality (70070 vs 21070; P<O.OI).
Although non-survivors had a greater mean age (68 vs 64 years) and APACHE 11 score (16.6 vs 14.6), and a more frequent history of chronic illness (53070 vs 40070) or malignancy (58070 vs 36070), none of these reached statistical significance. The drainage of all intra-abdominal collections, and a low autopsy rate (21070), increased the risk of type I and 11 errors respectively.
Conclusion: In criticially-ill patients, recurrent IAS: 1. is a common problem; 2. often coincides with pneumonia; and 3. invasive treatment reduces mortality. Nitric oxide (NO) overproduction due to activation of inducible NO synthase by cytokines has been implicated in both the vasodilation and myocardial depression associated with septic shock, leading to hypotension. The profound vasodilatation produced by NO action on the vascular smooth muscle has been studied extensively, but little is known about the effects of myocardial contractility.
Aim: To examine the effect of NO synthase inhibition in the depression of myocardial contractility during sepsis, using an anaesthetized open-chested dog model, following injection of purified E.coli endotoxin.
Methods: Following ethics approval two groups of 8 mixed breed dogs were anaesthetized with thioamylal and halothane, and instrumented through a left thoracotomy. A left ventricular (LV) pressure transducer, caval occluder cuffs, coronary and aortic flow probes, coronary sinus catheter and ultrasonic crystals for measurement of LV minor axis (MA) dimension and wall thickness were placed. Control measurements of LV dp/dt, 070 MA systolic shortening (07oSS) and preload recruitable stroke work (PRSW) were made to assess myocardial contractility. E.coli endotoxin (2 mg.kg-1 ) was injected intravenously, and recordings made at 30 and 60 minutes. Treatment with either L-NAME (50 mg.kg-l) or saline was then given, followed by further measurements at 30 and 60 minutes.
Results: Following endoxtoxin injection, arterial pressure and cardiac output fell and there was a reduction in 070SS and PRSW. Arterial pressure increased following L-NAME treatment, but cardiac output was reduced. Indices of myocardial con tractility showed no improvement with L-NAME, suggesting that in the whole animal septic shock model NO overproduction plays little role in myocardial depression. Five consenting male patients, aged 59 ± 7 years (mean±SD), were studied. Cold IV Hartmann's solution was given prior to spinal blockade, to establish the core temperature triggering shivering. Spinal anaesthesia then was induced using a randomly assigned dose of 0.5070 bupivacaine, and block height defined using loss of temperature discrimination. Again, cold IV Hartmann's solution was given to induce shivering. Tympanic membrane and skin temperatures were measured. A blinded observer graded shivering (0 = no shivering; 1 = mild shivering; 2=vigorous shivering). Linear regression defined the relationship between block height and shivering threshold. Mean upper skin temperatures were compared using a paired t-test (P< 0.05).
The number of segments blocked was related to the core temperature triggering shivering (corrected for control) by the equation: shivering threshold (QC) = 0.084 (segments) -1.2, r2 = 0.64. Mean upper skin temperatures were similar at the control and spinal shivering thresholds.
More profound hypothermia develops during "high" spinal blockade than "Iow" spinal blockade, due to greater impairment of central thermoregulation. Monitoring of core temperature and adequate warming is especially important in these patients.
Supported by an ANZCA Research Grant 1995. The question as to whether combined epidural and general anaesthesia (CRAG) has advantages over general anaesthesia (GA) alone has been the subject of considerable interest. Previous studies have compared major morbidity and mortality. Nevertheless, it is generally perceived that patients anaesthetized with CRAG fare somehow "better" than those anaesthetized with GA alone. We hypothesized that there are favourable recovery characteristics associated with CRAG which warrant the use of this technique on its own merits irrespective of the lack of evidence an improved outcome and undertook a blinded randomized controlled trial to test this hypothesis.
Methodology: All patients (aged 18-74) undergoing anaesthesia for major abdominal surgery where epidural anaesthesia was suitable and psychological assessment practical were approached for informed consent. The first thirty enrolled patients were randomized to receive either combined epidural and general anaesthesia or general anaesthesia alone. At the conclusion of surgery, the epidural was removed and analgesia provided by morphine PCA. All patients were assessed by an independent observer blinded to the type of anaesthesia. Patients were assessed for pain, appearance, confusion and psychomotor function. Mood was assessed using the Self Assessment Mannequin'.
Results: There was no difference in morbidity or mortality groups. Patients with epidural anaesthesia experienced less pain on emergence and there was a tendency to less confusion and earlier return of psychomotor function.
Conclusion: The combination of epidural anaesthesia with general anaesthesia may offer important advantages in patient profile during the early recovery period.
Reference I. Hodes RL, Cook EW, Lang Pl Individual differences in autonomic responded conditioned or associated fear. Psychophysiology 1985; 22:545-560n.
CEREBROVASCULAR EFFECTS OF HYDRALAZINE AND NITROPRUSSIDE
There is limited information on the effects of vasoactive drugs on the cerebrovascular circulation in conscious subjects, partly because of the difficulties of cerebral blood flow (CBF) measurement. Therefore, the effects of the commonly used vasodilators sodium nitroprusside (SNP) and hydralazine on CBF were studied in awake sheep.
Methods: Five sheep were prepared under general anaesthesia with chronically implanted intravascular catheters, and a sagittal sinus ultrasonic Doppler flow probe to continuously measure CBF'. At least 2 weeks after surgery sheep were administered an infusion of either hydralazine (4 mg/min for 5 minutes) or SNP (0.4 mg/min for 10 minutes) while CBF, mean arterial pressure (MAP), cardiac output (CO), heart rate (HR) and arterial gas tensions were measured.
Results: SNP produced a gradual 50070 decrease in MAP, an increase in HR and little change in CO, while CBF simultaneously decreased by a maximum of 20070. Hydralazine produced no significant decrease in MAP, To compare lignocaine solutions containing either adrenaline or clonidine as vaso-constrictor agents in terms of cardiovascular effects, serum lignocaine levels and block duration when used for cervical plexus block for patients undergoing carotid surgery.
Methods: In a prospective, double-blind study, forty patients presenting for carotid endarterectomy were randomized to receive 7 mg/kg lignocaine with either adrenaline 5 J.(g/ml or clonidine 5 J.(g/ml. Patients were monitored intraoperatively with ECG and intra-arterial blood pressure. Arterial blood was drawn for serum lignocaine levels during the first hour. The patients were followed for three days postoperatively.
Results: There was a significant increase in heart rate in the adrenaline group from the time of completion of the block until incision (P<0.008). There was no difference in blood pressure during this time. There was no difference in the incidence of either hypotension or hypertension during the intraoperative or postoperative periods. The duration of the block was the same for both groups. Serum lignocaine levels were significantly higher with clonidine (P< 0.0001), however no clinical toxicity was seen.
Conclusion:
The addition of clonidine 5 j.tg/ml to lignocaine 1.5070 produces a duration of block equal to that of adding adrenaline. Furthermore clonidine does not result in an increase in heart rate and is not associated with an increase in hypotension, however serum lignocaine levels are elevated. Minimum alveolar concentration (MAC) is decreased in pregnancyl, but there are no data during the puerperium. We measured the MAC of isoflurane in 20 post partum women having tubal ligation.
The study was approved by the local ethics committee and written informed consent was obtained. Time after delivery (h) isoflurane and tracheal intubation, MAC was determined in each patient by observing the response to a transcutaneous electric tetanus stimulus (lOs, 50Hz, 80mA) applied to the ulnar nerve at varying concentrations of isoflurane. The end-tidal concentration of isoflurane was kept constant for ~ 10 min before each stimulus. The concentration of isoflurane was varied in steps of 0.05070, until a bracketing of responses (move, not move, move) or vice versa was obtained. MAC was taken as the mean of the two concentrations just permitting and just preventing movement. MAC was compared with time after delivery and plasma progesterone concentrations by Kendall rank correlation.
There was a positive correlation between MAC and time after delivery (P<O.OOl). Median (range) MAC of isoflurane was 0.725% (0.675-0.775) at 24-36h post partum (n = 5). MAC increased gradually between 36-72h post partum (n = 9). All six patients > 72h post partum had a MAC in the range 1.025-1.175%. Correlation between MAC and plasma progesterone concentration was not significant (P=0.06).
MAC of isoflurane was reduced at 24-36h post partum and gradually increased to reach normal values by 72h post partum. Methods, efficacy and side-effects of postoperative analgesia were studied at the Royal Brisbane Hospital (which has no acute pain service). All patients (205) in 3 surgical wards were interviewed on postoperative days 1 and 2. Also all epidural infusions (25) in all wards were followed. The most commonly used Anaesthesia and Intensive Care, Vol. 23, No. 5, October 1995 primary analgesic was pm IM opioid on day 1 and oral/rectal analgesia on day 2. Supplementary analgesia was given to 40% of patients and almost exclusively on a pm basis (87%). On day 1, 70 patients rated analgesia as "excellent", 87 as "satisfactory", 26 as "passable" and 4 as "poor". However 25% scored their highest pain intensity using the visual analogue score as between 78 and 100 and 50% between 60 and 100.25% scored their lowest pain intensity between 30 and 79 and 50% between 14 and 79, with little change on day 2. Of patients who rated analgesia as "excellent", 25% rated their highest VAS between 64 and 100 and 25% rated their lowest VAS between 16 and 79. Patients with spinal, upper abdominal or upper and lower abdominal incisions had higher VAS distributions. Nausea occurred in 104 (58%), headache in 53 (29%), pruritus in 19 (11%) and urinary catheterisation in 29 (17%) on day 1. Seven (3.4%) patients were frequently drowsy. There were 3 incidences of respiratory depression and 3 incidences of hypotension. Inadequate analgesia resulted in removal of 6 of the 25 epidurals on day 1 or 2. Hypotensive episodes occurred in 6 epidural patients. This survey demonstrates a disparity between pain intensity measured using the VAS and satisfaction expressed by patients. It reveals the need to promote administration of multimodal balanced analgesia and for closer management of epidurals to improve efficacy and reduce complications.
WOUND INSTILLATION OF BUPIVACAINE FOR POSTOPERATIVE ANALGESIA

Siu Keung Ng, K. K. Lam, P. M. Yuen, T. G. Short, T. Gin. Prince of Wales Hospital, The Chinese University of Hong Kong, Hong Kong.
We compared postoperative analgesia by instillation or infiltration of bupivacaine into the subcutaneous tissue before wound closure. Instillation of bupivacaine involves direct bathing of the subcutaneous tissue of a wound with bupivacaine before skin closure. Its analgesic effect was comparable to ilioinguinal and iliohypogastric nerve block following inguinal hemiorrhaphy in children'.
Methods: After ethics committee approval and with patient consent, 60 patients aged 25-60 years for elective non-Iaparoscopic major gynaecological surgery were studied. The anaesthetic technique was standardized. The patients were randomized to receive one of the following treatments at wound closure: 1) bupivacaine (20 ml 0.5% bupivacaine with adrenaline 1:200,000, Astra Pharmaceuticals) instillation followed by saline (20 ml, B. Braun) infiltration, 2) saline instillation followed by bupivacaine infiltration, 3) saline instillation followed by saline infiltration. All patients used a patient controlled analgesia (PCA) device postoperatively. The time to first demand for analgesia, morphine requirements, number of demands for PCA and pain scores on visual analogue scale (VAS) were compared by Kruskal Wallis test.
Results: There was no significant difference among the three groups with respect to the time to first request for analgesia, morphine usage, total demand for PCA and pain scores (P> 0.05).
Conclusions: We found that bupivacaine instillation or infiltration of subcutaneous tissue was no better than saline placebo for postoperative analgesia after elective non-Iaparoscopic gynaecological operations. We studied the performance of four commonly used systems for delivering oxygen to children in the recovery room.
Methods: With ethics committee approval and parental consent, 80 children aged 2-8 years were randomly allocated to receive oxygen using one of the following systems: 1) nasopharyngeal catheter (NP) flow rate 100 mllkg/min, 2) Hudson face mask (FM) at flow rate 200 mllkg/min, 3) cannula taped under the external nares (NC) at flow rate of 100 mllkg/min, 4) simple hose 20 cm from the face (BL) blowing oxygen at flow rate of 8 lImin. Oxygen and carbon dioxide concentrations in the oropharynx were measured continuously by Bruel & Kjaer Type 1304 rapid gas analyser via a pernasal catheter. Oxygen saturation and patient responses to the different devices were recorded. All data were stored continuously onto a computer for later analysis. Crying, combative behaviour or request to have the device removed were regarded as poor tolerance to device. Table 1 lists Fi02, Sp02 and patient responses for each device. There was significant difference in Fi02 between all devices except FM and NC (P< 0.05). All systems delivered room air to patients in some circumstances. The FM was significantly less well tolerated (P < 0.05).
Results:
Conclusions:
The NP delivered the most oxygen, was well tolerated and economical of oxygen use. The NC and FM performed similarly but the NC was better tolerated. The BL was ineffective in most patients but well tolerated. Hypertension is a common clinical problem, and it is now established that severe perturbations of pressure and/or heart rate may lead to myocardial ischaemia and arrhythmias. There are several studies indicating the efficacy of both acute and chronic (J-adrenoceptor blockade (B) in the perioperative management of pressor responses. Fewer data exist for other antihypertensive therapies [calcium entry blockade, diuretics (D) and ACE inhibitors (A)].
We have recently compared the haemodynamic responses to induction, and laryngoscopy and intubation (a standard noxious stimulus) in treated hypertensive patients receiving thiopentone-fentanyl, relaxant, nitrous oxide-enflurane anaesthesia (Sear et aI, 1994). Cardiac output (CO) was measured, by thoracic bioimpedance, and pressure by a non-invasive technique. All four treatments were associated with decreases in pressure and output following induction; heart rate decreased in patients receiving A and D. Heart rate, systolic pressure and SVR increased in all groups after intubation; SV fell; CO was unchanged. Our results show that treatment with ACEI is not always accompanied by severe decreases in blood pressure, and are in contrast to the recent data of Coriat et al (1994) .
In separate studies, we have similarly shown no difference in the incidence of silent myocardial ischaemia in treated hypertensive patients receiving one or other of these four treatments (Allman et aI, 1994) .
Hence we would conclude it is adequacy of treatment rather than treatment type that is important in the perioperative care of the hypertensive surgical patient. , and increase in heart rate +9070). Pain on injection was not observed, the main side-effects being involuntary movements, mild apnoea and hypertonus. The potency of propofol (compared to eltanolone) was 0.313 in benzodiazepine premedicated patients. Cardiovascular effects to induction, laryngoscopy and intubation were similar following either of these agents. Dynamic modelling shows potency similar to etomidate, but marked hysteresis (t v,kso 6.9 min). Desflurane and sevoflurane have similar properties to isoflurane; intermediate recovery data show little difference between these agents and propofol. Two concerns with these agents are the autonomic stimulation following desflurane, and nephrotoxicity after sevo fl urane.
ARE NEWER DRUGS
COMPARISON OF HAEMOGLOBIN AND ELECTROLYTE DISTURBANCE IN PATIENTS UNDERGOING LASER ABLATION OF THE PROSTATE VERSUS CONVENTIONAL TRANSURETHRAL ELECTROCAUTERY T. Costello. St Vincent's Private Hospital, Melbourne.
A pilot study was undertaken to examine possible differences in outcome between two groups of patients, one undergoing conventional TURP and the other laser ablation for management of benign prostatic hypertrophy.
An initial ten patients in each treatment group were entered in the study.
Plasma measurements were taken examining serum levels of haemoglobin, free haemoglobin, sodium and potassium at three time periods, viz. 1 Propofol (2,6-diisopropylphenol, Diprivan®) has become a widely used intravenous anaesthetic. There is substantial evidence to suggest that the GABAA receptor is a target for the pharmacological action of propofol'. Studies have shown that modulation of the GABAA receptor in the rat spinal cord produces antinociception in viv0 2 • This present study looked at the interaction of an ip administration of propofol with GABAA receptor antagonists bicuculline and SR-95531 in the spinal cord. Electrical current threshold for nociception at two skin sites (neck and tail) and tail flick latency were measured in rats with chronically implanted lumbar subarachnoid catheters 2 • An ip injection of 50 mg/kg of propofol caused sedation as assessed by the road test. Full recovery from sedation occurred 39.42±0.86 min (mean±SEM; n=lO) after ip injection. Even after full recovery from sedation, the sub-sedative concentrations of propofol produced a rise in nociceptive thresholds assessed by electrical current (2.26 ± 0.26 x control; mean ± SEM n = 6; tail) (2.09 ± 0.27 x control; mean±SEM n=6; neck) without affecting nociception assessed by heat (% Maximal Possible Effect = -9.77±9.81; tail flick latency test). The antinociceptive effects of propofol in the tail but not the neck in the electrical current threshold test was suppressed by intrathecal administration of two GABAA antagonists, bicuculline and SR-95531. This effect was dose-related. The highest dose of bicuculline and SR-95531 (50 pmol) used caused no effects on nociceptive thresholds when given alone to control animals. These results suggest that propofol produces spinally mediated antinociception by an interaction with spinal cord GABAA receptors, even when the drug is given by standard parenteral (non-spinal) routes. Spinal neural block is an appropriate method of anaesthesia for urological surgery but its use in ambulatory care remains controversial, despite the introduction of narrow gauge needles. The plantar flexion power device (PFPD) is a load cell interfaced with a computer, which provides direct, sensitive muscle power measurements on a time scale appropriate to spinal anaesthesia, suitable for use in the operating room. The aim of this study was to describe the onset and offset of sensory and motor block following spinal administration of lignocaine 5070 and to determine whether the return of motor function delayed early ambulation.
MOTOR CHANGES AFTER LIGNOCAINE
Methods: Twenty, single blind, male patients aged 55 to 85 years, presenting for cytoscopy, were randomly allocated to receive an identical spinal anaesthetic using either 2 or 1.5 ml of 5070 lignocaine at a rate of 0.1 ml.sec -'. Time zero was taken at the commencement of injection of lignocaine into the cerebrospinal fluid. The right leg was placed in the PFPD and immobilized at the knee so that only isometric plantar flexion could act about the force transducer. A preinjection maximum plantar flexion power value (Pi) was obtained. PFPD muscle power was recorded every 15 seconds during onset and offset of block. After measured recovery, the patient was asked to walk around his bed and report any functional muscle weakness. Clinical assessment of motor power using Bromage grading during onset and Oxford scale during offset were made between each PFPD measurement using the patient's left leg while sensor block height using ice and pin-prick were also recorded. All PFPD data were reported with the post-injection power (Po) as a percentage of the preoperative baseline (Pi/Po [070 D.
Results: Onset of spinal anaesthesia-The time taken for mean plantar flexion power to fall to less than 5070 of its initial value (P 5/Pi) was less than 4.5 min in both groups, which corresponded to a grade 3 block on the Bromage grade. Complete paralysis of the lower limb (Bromage grade I) was recorded at 12.5 min. The exponential rate of motor power decay was not significantly faster with the larger dose of local anaesthetic agent. Regression of motor block-Patients receiving 1.5 ml dosage recovered to full power earlier and at a faster rate than those who received 2 ml (P<O.OOl, 0.024). The time taken from onset of plantar flexion to full power was also significantly shorter in the 1.5 ml group (P < 0.001) but the recovery onset time in the 1.5 ml group (88 ± 6.8 min) was not significantly different from the 2 ml group (l00±9.9 min) (P=0.49). Oxford power scales 1 and 2 for hip flexion were attained before plantar flexion but the time taken to return to full power (Oxford scale 4) occurred contemporaneously for both muscle groups. During anaesthesia regression, maximum PFPD power (PMAX) correlated best with the return of normal cold sensation at Ll (r=0.887, P<0.005). There was good correlation between the time taken to PMAX as measured by the PFPD and clinical assessment of full plantar flexion power (modified Oxford scale 4) (r =0.96, P=O.Oll).
Discussion: Motor power recovery following lignocaine 5070 spinal anaesthesia is complete by four hours and is no bar to ambulatory surgery. The lower dose not only provides anaesthesia of shorter duration but also with a more rapid recovery. Sensory recovery to Ll was followed by full motor power within 15 minutes.
SPINAL EFFECTS OF INTRATHECAL FENTANYL IN A RAT CHRONIC PAIN MODEL
During the last decade, a number of animal models have been developed which display characteristics of human neuropathic pain states. One such model, developed in 1988 by Bennett and Xie' involves the tying of four loose ligatures around a rat's sciatic nerve, such that the affected hind paw becomes hyperaesthetic to mechanical and thermal stimuli '. A number of studies have also shown this model to be opioid (given ip or IV) sensitive when assessed with paw pressure and thermal paw tests. However, clinically these types of pain states are insensitive to opioid treatment regimens. Using Bennett and Xie's model, our experiments have shown that mechanical hyperaesthesia in the affected paw does evolve, but electrical current thresholds (ECT) for nociception in either paw, tailor neck were not affected. To look at the spinal effect of opioids, animals with chronically implanted subarachnoid catheters were used 2 • By measuring ECT at two sites (neck and tail) we are able to differentiate between spinal and supraspinal actions of intrathecally (IT) administered drugs. Previously in an acute pain model (ECT) we have shown that IT fentanyl produces dose related spinally mediated antinociception, where the maximum effect being produced by fentanyl was at 1.48 nmol. However, when 1.48 nmol of fentanyl was administered IT to neuropathic rats a diminished effect was observed in both paws and the tail, with no rise in neck. These results concur with clinical observations that neuopathic pain is opioid resistant. The ideal anaesthetic agent for coronary artery surgery (CABG) should have a number of characteristics including: stable hemodynamics, lack of myocardial depression and coronary vasoconstriction, ease of administration, and elimination independent of lungs, liver, and kidney. Neuroaxial anaesthesia may achieve these goals while providing cardiac sympathectomy and diminished stress response. Nevertheless, potential probl;ems exists such as the risk of spinal haematoma following intra-operative heparinization. Dog models using thoracic epidural anaesthesia (TEA) have demonstrated reduced infarct size, and reduction of myocardial acidosis during ischaemia. A pig model showed augmentation of ischaemia with TEA. In humans with CAD, TEA dilated stenotic coronary segments with stable haemodynamics. TEA had beneficial effects in patients with unstable angina, and improved performance during stress testing. TEA has been used as an adjunct to GA in patients undergoing CABG. Stable hemodynamics were achieved with little response to sternal spread. In addition, patients with TEA awakened earlier, were extubated sooner, and had less pain. We have used high dose SA bupivacaine in patients presenting for elective CABG in order to seek some of the advantages found with TEA.
Method: A retrospective review of 18 patients was carried out. These patients had 30 mg of SA bupivacaine and 0.5 mg of morphine injected at L3-4 using 25 gauge Whittaker needles, following induction of anaesthesia with alfentanil, midazolam, and vecuronium. Further studies have been carried using SSEPs in order to determine block height.
Results: Haemodynamics did not change remarkably after induction of SA anaesthesia and nine patients were extubated the day of surgery. An audit of anaesthetic practice in the paediatric cardiac catheter room showed a change in technique. The intention of this study was to confirm the clinical impression, delineate the trend and investigate the effect on morbidity of this change in technique.
Method: The anaesthetic records of 475 consecutive paediatric cases undergoing cardiac catheterization over a 2.5 year period were sought retrospectively. The incidence of unsupported airway, oropharyngeal airway, laryngeal mask airway (LMA), and endotracheal tube (ETT) use was recorded and compared with Chisquared testing. The relationship of type of airway to procedure was examined and the difficulties with LMA use were recorded.
Results: 361 records (800/0) were recovered. There is an increase in LMA and ETT use over the period of the study, with a corresponding fall in the unsupported airway technique of sedation during cardiac catherization (P < 0.001). Interventional procedures provided the greatest LMA use. The spontaneously breathing Fick measurement of cardiac output provided the greatest use of unsupported airway (P<O.OOI). The incidence of problems with the LMA use was similar to that reported in the literatureI. There was a much lower incidence of delayed airway obstruction in the infant group than previously reported 2 • Conclusion: The requirements of the cardiology department for a sedated spontaneously breathing child, and the severity of illness in this ASA III and IV group of children, has led to a change in anaesthetic practice with the application of new technology. We examined the effects of ketorolac, bupivacaine, and low-dose heparin on thrombeloastographic (TEG) variables in vitro.
EFFECTS
Methods: Blood samples were obtained from 88 ASA Class 1-11 elective surgical patients prior to the induction of anaesthesia. Two native whole blood TEGs (test and control) were performed simultaneously on each sample. 10 J.!l of test drug was added to the test TEG cup, while 10 J.!l of normal saline was added to the "control" cup. The final concentrations of the test drugs were: heparin 0.07 IU.ml-1 (n = 12). heparin 0.014 IU.ml-1 (n=12), heparin 0.28 IU.ml-1 (n=12), ketorolac 4.1 J.!g.mll (n = 26), and bupivacaine 2.7 J.!g.ml-1 (n=26). The reaction time (r), angle (a), and maximum amplitude (MA) from test and control TEGs were compared using Wilcoxon signed rank tests with a=0.016.
Results: Ketorolac and bupivacaine had no significant effect on TEG variables. However, all three concentrations of heparin increased r, decreased a, and decreased MA (Table 1) . Conceivably, intravenous anaesthesia may be simplified using a combined infusion of hypnotic, narcotic and muscle relaxant drugs. We analysed two anaesthesia admixtures, one for hospital use (Syringe I), the other for field use (Syringe 11).
Syringe I (propofol (P) 600 mg, fentanyl (F) 150 mcg, vecuronium (V) 8 mg, total 63 ml) and Syringe 11 (P 600 mg, F 100 mcg, V 5.3 mg, total 62 ml) were formulated. P, F and V were then assayed (HPLC) 10 minutely for 90 minutes. In addition, Syringe 11, prepared in a sterile chamber, was stored for one month at 4°C, 22°C and 30 cc. Frequent assays were performed, and residual contents incubated at 35°C and cultured. Finally, a range of F and V additions were combined with P, and immediate changes in emulsion charge (zeta potential) or size were determined using electroacoustic spectral analysis.
There was < 611,10 difference between the initial and expected concentrations of P, F and V, and their concentrations remained unchanged over the 90 minutes. All drugs stored in Syringe 11 were stable ( < 5% decay in initial concentration) for 14 days at 4°C and 22°C, and for 7 days at 30 cC. There was no visual incompatibility or microbial growth. Both formulations increased zeta potential, but mean globule size (MGS) remained <250 nm, approximating MGS of P, TPN solutions and chylomicrons. After 5 days, MGS of Syringe 11 remained < 400 nm.
There is little published compatibility or stability data concerning addition of drugs to propofol. Our formulations are both compatible and stable. Clinical evaluation of novel "3-in-l" mixtures appears indicated after appropriate testing. We evaluated the continuous infusion of a prototype anaesthetic admixture of propofol, fentanyl and vecuronium, previously shown to be compatible and stable in vitro.
Institutional approval, and Informed Consent from 18 patients undergoing elective laminectomy, were obtained. Propofol 600 mg, fentanyl 150 mcg and vecuronium 8 mg (63 ml total), were combined in a 60 ml syringe. Following intravenous induction, patients were ventilated with N 2 0/0 2 , and the admixture infused at 1 mllkg/hr. During the next 30 minutes the rate was reduced to 0.3-0.4 mllkg/hr (=approx. 3-4 mg propofollkg/hr). Local infiltration of the wound was also performed. S-lO minutes prior to completion of surgery, the infusion rate was reduced, then ceased with skin closure. Patients were then turned, neuromuscular blockade reversed and N 2 0 discontinued. Mean duration of anaesthesia was 126±73 (DS) minutes. 14 (780/0) patients anaesthetized using 0.3-0.4 ml admixture/kg/hr generally had one twitch on TOF during surgery. To deepen neuromuscular blockade in the remaining 4 patients, the infusion was increased to O.S mllkg/hr, and/or a single vecuronium bolus given. No patients coughed. Following cessation of the infusion, patients breathed spontaneously in 14±4 mins, and opened eyes and were extubated at 16±S mins. 67% patients were pain-free on arrival in recovery and no patients vomited. No patients were aware and 71 % patients "preferred" this form of anaesthesia.
Our novel "3-in-l" admixture provides simple, titratable general anaesthesia and neuromuscular blockade. Despite some inherent inflexibility, anaesthesia admixtures are also suitable for use during patient transport or in the field. We assessed the effect of application of revised (1993) Red Cross guidelines! for minimal haemoglobin requirements to blood transfusion practice (including autologous transfusion) in obstetric and gynaecological anaesthesia.
Methods: A retrospective analysis of the hospital blood bank request register for all crossmatch requests and actual transfusions for the 12 month period July 1993-June 1994 was made. All crossmatches involved patients otherwise fit who either underwent major elective surgery or else had significant blood loss that may have led to surgical (and anaesthetic) intervention.
Major oncological and placenta praevia cases were regarded as unsuitable for predonation and were excluded. Pre and post transfusion haemoglobin levels were obtained from the hospital pathology service as a determinant of effective utilization. The Red Cross recommended minimum level of 7 g/dl was used to assess transfusion requirement. Anticholinesterase drugs used at the end of the intraabdominal anastomotic procedure may predispose to the breakdown of the anastomosis by increasing intestinal motility. Mivacurium is a short-acting competitive neuromuscular blocking agent, which may not need to be reversed. The aim of the present study is to determine its efficacy and safety when infused to maintain muscle relaxation and be allowed to spontaneously recover.
Following temazepam premedication, anaesthesia was induced and maintained with fentanyl, propofol and N 2 0 in O 2 , Muscle relaxation was monitored by the responsible anaesthetist using a Digistim III to supramaximally stimulate the ulnar nerve and manually assess the response of the thumb. On the opposite arm a Datex Relaxograph recorded the degree of blockade. Initially, intubation was facilitated by a bolus dose of mivacurium (0.15-0.25 mg/kg). The infusion was commenced when the first response returned to train-of-four (TOF) stimulation. Muscle relaxation was maintained at this level. At the start of closure of the abdominal cavity, the infusion was ceased and the neuromuscular block allowed to spontaneously recover. Intubating, intraoperative and abdominal closure conditions were noted. Fifteen patients undergoing intra-abdominal surgery, 8 females and 7 males, aged 19-68, with a mean body weight of 67.8 kg, have been studied. The infusion of mivacurium was commenced at 17.5 ±5.1 min (mean± SD) after a bolus dose. Mivacurium was infused for 93.2±64.6 min. The mean infusion rate to maintain one response to the TOF stimulation was 0.24±0.09 mg/kg/hr. The time from the cessation of the infusion to adequate recovery, as defined by a TOF ratio of greater than 0.7, was 20.1 ±6.3 min.
We have found that infusion of mivacurium without reversal at the end of the procedure, is a safe and satisfactory technique to provide muscle relaxation for intra-abdominal surgery. Methods: 20 patients undergoing major spinal surgery were randomly allocated to 2 groups. Group 1 patients were given intraoperative morphine analgesia followed by postoperative IV morphine PCA. Group 2 received intraoperative target-controlled infusion (TCI) of alfentanil. Following surgery, this group were able to increase the target alfentanil plasma level in 5 ng/ml increments using a handset with a two-minute lockout level. Four blood samples were taken at random in the first 24 hours for measurement of actual plasma alfentanil by HPLC. Student's t test was used to compare patient groups and pain, respiratory rate and sedation score were evaluated by repeated-measure MANOVA (P< 0.05 significant). The accuracy of the TCI was calculated using regression analysis.
Results: There was no difference in pain or sedation scores between groups, no hypoxaemia and the same incidence of nausea (30070). There was a reduction in respiratory rate in those receiving alfentanil at levels of analgesia equivalent to morphine. The predicted plasma alfentanillevels demanded increased rapidly in the 24 hour study period from around 30 ng/ml in the first few hours to 98 ng/ml at the end. The mean prediction error (bias) was 58%.
Conclusion: In these patients, patient-controlled TCI alfentanil was an effective postoperative analgesic technique but offered no benefit over conventional morphine PCA. It caused more respiratory depression and patients seemed to rapidly develop tolerance to its analgesic effects. The TCI systematically underpredicted the measured alfentanil levels. omental tissue and from a standard rat mesenteric artery arcade.
Method: Ring segments of mesenteric arteries 2 mm long (average 380 micron internal diameter (ID) n=15) or ornamental arteries (average 520 micron ID n=6) were mounted on wires in a myograph to measure isometric contractions.
Results: RAT. In KCI precontracted arteries propofol caused concentration dependent relaxation with pEC 50 (half maximum relaxation concentration) of 4.42 ± 0.03M for vessels with endothelium (+ E) and 4.49 ±0.06M where endothelium was denuded (-E). Propofol vehicle, intralipid, had no effect. HUMAN: Propofol 6.5 to 5 ( -log[M)) caused a small contraction but relaxed vessels at higher concentrations.
Conclusion: Propofol causes a direct, endothelium independent relaxation in rat mesenteric arteries. In the omental artery, propofol causes a contraction at lower Rocuronium is a relatively new nondepolarizing neuromuscular blocking drug; it is a quaternary aminosteroid, an analogue of vecuronium. It has certain important advantages over currently available muscle relaxants. For example rocuronium (0.6 mg/kg) has been shown to have a significantly shorter onset time than vecuronium (0.08 mg/kg), yet with a similar clinical duration. Its fast onset of action has been found comparable to succinylcholine when intubating conditions were assessed 60s after administration; the advantage of rocuronium is that it is not associated with the side-effects of a depolarizing relaxant. Rocuronium's fast onset of action and shortintermediate duration make it a potential alternative muscle relaxant for short outpatient procedures and rapid sequence inductions.
Aim: To evaluate the intubating conditions provided by either 0.6 mg/kg or 0.9 mg/kg rocuronium, at either 60, 90 or 120 seconds after administration.
Method: After Institutional Ethics Committee approval, written informed consent was sought from suitable ASA Class 1, 2 or 3 patients scheduled for nonurgent surgery. Fentanyl 3 mcg/kg and propofol 2-3 mg/kg were used for induction of anaesthesia, and after loss of the eyelash reflex, a bolus of either 0.6 mg/kg or 0.9 mg/kg rocuronium was administered. Patients were randomized to have intubation attempted at either 60, 90 or 120 seconds later. The intubating conditions provided were scored according to a four step scale as described by Goldberg et aP. Results indicate a favourable incidence of excellent intubating conditions at the shortest interval, with no significant difference between times or dosage. agement or suffered permanent morbidity secondary to an "airway" incident. Of the 26 criticial "cardiovascular" incidents, 23 were potentially harmful and 2 resulted in ICU admission. The majority were dysrhythmias or hypotension. There were 3 cases of failed tracheal intubation in which the airway was secured with the LMA. The LMA was used for 1469 laparoscopic procedures and 304 procedures > 3 hr with no particular problems.
Conclusion: This survey has shown that the LMA has an established role in anaesthetic practice and suggests it may be safe for gynaecologicallaparoscopy and prolonged procedures, despite theoretical objections. Twenty consenting anaesthesia residents were exposed to a pre-recorded audio cassette of operating room noise.
The noise level during exposure was maintained at 77.32 dB(A) which was the calculated average operating room noise level in our institute. Mental efficiency of residents were found to be reduced by 28.6070 and 10.78% as shown by scores of two teststrail-making test and digit symbol test, respectively. Short-term memory showed a decrease of 39.26% as indicated by Benton Visual Retention test. Heart rate, systolic and diastolic BP increased by 3.26% 2.93% and 23.8% respectively. Of the auditory functions, speech reception threshold showed a mean increase of 23.75 ± 6.90 dB(A) for right and left ear, respectively. Speech discrimination showed a mean increase of 23.3% and 23.5% for right and left ear, respectively.
All these changes were statistically significant.
